and antibody determination in assessing the risks of perinatal transmission of hepatitis B. It is well known that hepatitis Be antigen correlates well with the presence of complete viral particles in the serum, active viral replication, and high infectivity in the perinatal period and at other times. The authors find hepatitis B virus-DNA, detected by spot hybridisation technique not only in four hepatitis Be antigen positive sera but also in 10 of 89 maternal sera containing hepatitis Be antibody, and in the summary state that the technique is useful in identifying mothers who might transmit infection to their offspring. This study does not confirm, however, that the presence of hepatitis B virus-DNA without hepatitis Be antigen positivity indicates a state of infectivity of these mothers. Evidence of hepatitis B virus infection was found in one of 10 infants from hepatitis Be antigen negative, hepatitis B virus-DNA positive mothers, and in none of 82 infants from hepatitis Be antigen negative, hepatitis B virus-DNA negative mothers, giving a P value by Fisher's exact test of 0*108.
All the infants in the study received hepatitis B immunoglobulin at birth and at 3 and 6 months of age. Since this immunoprophylaxis has been shown to influence the rate of infection of infants, further studies will be required to assess the infective implications of hepatitis B virus-DNA in maternal serum containing no hepatitis e antigen. A more meaningful and potentially helpful conclusion may be obtained in infants of In one of the studies cited2 Ng and Easa described two patients. In the first, early pulmonary interstitial emphysema deteriorated during mechanical ventilation at 100 per minute while in the second pulomonary interstitial emphysema appeared during mechanical ventilation at the same rate. In both there was complete resolution of early pulmonary interstitial emphysema after hand ventilation with a resuscitation bag using peak pressures of 10 to 15 cm H20 and end expiratory pressures of 3 to 5 cm H20 for 2 to 36 hours. The authors stressed that infants receiving high ventilator pressures or with pulmonary interstitial emphysema of several days' duration might not respond so well.
Neither study' 2 reported the inspiratory:expiratory ratio used.
We have investigated the effects of hand versus mechanical ventilation on the proximal airway pressure waveform. We used (a) a Penlon bag with a refill valve (circuit compressible volume less than 50 ml) and (b) a Sechrist IV100B time cycled, pressure limited, continuous flow ventilator with a Fisher Paykel MR 500 humidifier (circuit compressible volume 500 ml). The ventilator respiratory rate was set at 120 per minute and the inspiratory: expiratory ratio at 1:1. Each was connected to a neonatal lung simulator (Specialised Laboratory Equipment, Croydon) set to give compliance 0-5 mI/cm H20 and resistance 100 cm H20/l/per sec at a flow of 6 1/min. Pressure traces were recorded on paper using a Hewlett Packard 8805C transducer. Typical traces are shown in the Figure. Hand ventilation gave an inspiratory:expiratory ratio which was always less than 1:3-6 at rates of 120 to 150 per minute. If Group' is in some respects misleading.
(1) The case for monitors is not that cot death is due to a disorder of respiration, but the common observation that, whatever the cause of death, respiration nearly always fails before circulation.2 Some adults die of acute heart failure, but this is very rare in babies. Some babies may be so ill that they cannot be revived even temporarily after 20 seconds of apnoea but, in one special care baby unit where about 5000 babies have been monitored over a period of 14 years this has happened only once.
(2) The statement that 'it is well documented that babies who were on apnoea monitors have died in spite of immediate attempts at resuscitation' is seriously misleading. It Tonkin, who is a keen proponent of its importance, has told me that she believes that the MR 10 is satisfactory and that parents cannot manage the extra cost and complexity of a cardiac monitor. 
